-little known.
Sir A. Cooper, indeed, states that sometimes a cartilage is separated from the anterior extremity of the rib, but adds that the cartilage then projects beyond the rib. In the present instance the projection, it will be seen, occurred in the opposite direction, and such, M. Bouisson thinks, must always be the case, especially if the seat of the luxation be in one of the five or six upper ribs. The triangularis sterni is inserted by digitations into the external extremities of the upper costal cartilages, and its contraction during expiration must draw them downwards and inwards with the more force as this muscle acts upon the extremity of the lever represented by the luxated cartilage. In inspiration, on the contrary, the triangularis sterni is relaxed, and the elevation of the cartilage is owing to the contraction of the pectoralis major which is inserted into its external surface. But this muscle acts under very unfavourable circumstances as regards the cartilages, and consequently a forced inspiration is requisite to enable one of these, if luxated, to return to its natural situation.
2. Imperfect Dislocation upwards and outwards of the Acromial Extremity of the Clavicle.?M. D??, in the month of July, 1842, fell in getting down from a diligence, striking the top of his right shoulder. Acute pain was immediately
The humerus is turned round, and appears to have described a half-rotation Upon its axis, so that its head or articular surface looks directly outwards and Upwards, whilst the external tuberosity looks backwards and inwards. The bone is neither elevated nor depressed, but has been transported directly outwards during rotation, and has not passed the level of the posterior border of the acromion. The bicipital groove is placed behind, and corresponds to the external border of the glenoid fossa. The great tuberosity rests upon the external half of this-same cavity, and presents traces of a superficial separation of osseous substance. The detached fragment is placed between the glenoid cavity and the head of the humerus. The capsular ligament is torn to a considerable extent at its humeral insertion, so that the articular head of the humerus can be seen external to the capsule. There is no trace of any false joint; the glenoid cavity and head of the humerus present their usual form and-dimensions.
Unfortunately there is no history belonging to the preparation; but, as far as we can judge from the facts furnished by morbid anatomy, we may form the following ideas with regard to the case.
The luxation was not the effect of a fall or a blow, but it is probable that the arm, being seized by a machine, had undergone a rotation on its axis from within outwards. In this movement, the capsule being stretched on the cartilaginous demi-sphere of the humerus, was torn at the level of the anatomical neck, and the gyration of the bone continuing, so as to force the external tuberosity on the glenoid cavity, the muscles which are inserted into this process. contributed to the separation of the portion of bone.
This luxation must have produced symptoms differing from those of the ordinary luxations. Here the top of the shoulder would preserve its habitual roundness ; the arm placed by the side of, and parallel to, the trunk, would retain its ordinary length; but the palm of the hand would look outwards, the olecranon would be turned towards the corresponding side of the trunk; the transverse diameter of the humero-cubital articulation would be directed from before backwards. With regard to the means of reduction, it would probably be necessary Lower End of the Ulna in the same direction. Fracture of the Body of the Radius.?In the Winter of 1838, there was brought to the dissecting-room at Montpellier, the body of a man who had several years previously experienced an injury of the arm from a fall from a considerable height. No attempt had been made to reduce the parts at the time. On examination after death, both bones of the fore-arm were found to be dislocated on the humerus; the olecranon being very prominent posteriorly, and separated from the humerus by the whole thickness of the coronoid process. The radius is drawn up with the ulna, with which it retains its natural relations. The radius was fractured at its middle part.
The lower extremity of the ulna was also dislocated backwards. The small internal articular surface of the radius was free and corresponded by its posterior border only to a small part of the circumference of the head of the displaced bone. The triangular fibro-cartilage was only incompletely torn, and still adhered by a few fibres to the radius. The causes of non-inflammatory softening are four in number: 1st, mechanical violence in exposing the nervous centres; 2nd, a mechanical breaking up of the nervous tissue, by hsemorrhagic extravasations, either in mass or infiltrated in small isolated points, constituting capillary apoplexy; 3rd, the mere Periscope ; or, Circumspective Review. [April J imbibition of effused serum, which loosens the connexion between the nervous tubes, and diminishes the consistence of the nervous tissue; 4th, the process of putrefaction.
Some authors have endeavoured to distinguish inflammatory from non-inflammatory softening, by the presence in the former of a zone of red vessels, or of purulent matter; this distinction, however, according to Bennett, is not a valid one, inasmuch as, according to his observations, the zone of red vessels is very rarely met with in inflammatory softening, and the infiltration of purulent matter has no real existence. The opinions which attribute softening to a lesion sui generis, to diminution of nutrition, to gangrene, obstruction of arteries, &c.
are also considered hypothetical in the highest degree.
The symptoms which accompany the two forms of softening differ widely. In twenty-four observations, in which cerebral softening was discovered, exudation corpuscles existed in eighteen, in the other six no traces of these bodies could be found. In four, however, out of the eighteen cases of inflammatory softening, there also existed in another part of the brain non-inflammatory softening. In the fourteen cases of simple inflammatory softening, well-marked symptoms invariably existed, such as loss of consciousness, preceded or followed by dulness of intellect, contraction and rigidity of the extremities, or paralysis.
In three of the six cases of simple non-inflammatory softening, there was a large extravasation into one side of the brain, followed by sudden coma and hemiplegia. In the fourth and fifth cases there was sudden loss of consciousness, with convulsions, but no paralysis or contraction, and on dissection capillary apoplexy, with central softening, was found. In the sixth case, with extensive softening without effusion of blood, there was no disturbance of intellect, no contraction, no paralysis. Dr. Bennett considers that the softening arose from mechanical destruction of the tissue in the first three cases, and from postmortem action in the three last.
Of the four cases in which both kinds of softening existed, in the first there was hemiplegia of the left side only. Softening was found in both corpora striata, but exudation corpuscles only in the right, the side opposite to the paralysis. In the second case there was impaired intelligence, loss of speech, disorganization of the eye, and convulsions before death; there was no paralysis. Abscesses surrounded by inflammatory softening were found in the external portion of the left anterior and middle cerebral lobes, explaining the symptoms present; but there was also non-inflammatory softening of the central parts of the brain producing no symptoms whatever. In the third case there was paralysis of both arms, contraction of the right, and tetanic spasms of the muscles of the mouth and neck. Inflammatory softening existed in the pons varolii, extending more to the left side; non-inflammatory softening of the right corpus striatum. In the fourth case there was headache, prominence of the eyeball, and coma, but no paralysis. A fungoid tumor was found at the base of the orbit, and an abscess in the anterior lobe of the brain, surrounded by inflammatory softening. There was also central yellow softening of the left hemisphere producing no symptoms.
Dr. Bennett considers that much of the obscurity which attaches to inflammation of the nervous centres arises from the fact that pathologists have hitherto confounded softening dependent on inflammation, with softening occasioned by post-mortem changes or mechanical violence, and, consequently, have been astonished to discover extensive softening after death, no corresponding symptoms having existed during life; on the other hand, where well-marked symptoms have been present, nothing has been discovered after death, though inflammation actually existed, capable of demonstration by the microscope alone, which shows the presence of exudation corpuscles.
Dr. Bennett next proceeds to make some remarks on the colour of softenings; the general relation between the symptoms and the seat of the lesion; on con-traction of the limbs as a symptom of inflammatory softening; on the curability of softening; and on the connexion between softening and haemorrhage. In the fawn-coloured softenings, which are frequently observed independent of extravasated blood, the author has always found exudation corpuscles, and thinks it very probable that the fawn tint is attributable to the presence of these bodies, which are usually of a brownish or blackish colour.
White softenings are generally non-inflammatory; in some cases, however, they contain numerous exudation corpuscles, which are then colourless. 
